fever, and then later infection agglutinins will develop. Consequently a positive agglutinative reaction to Bacillus typhosus after the sixth day of pyrexia is as definite a proof of typhoid fever in an inoculated man as in an uninoculated one. Immunity conferred by inoculation perhaps may be affected by pyrexia simultaneously with the agglutinins. It is possible that the agglutinins are converted into agglutinoids, and as such may account for some of the peculiarities of agglutination which occur in inoculated men.
For the isolation of bacilli from the stools Lieutenant J. P. Dunn and I have obtained the best results with the brilliant-green enrichment method suggested by Dr. Carl Browning. A few loopfuls of freces are rubbed in 5 c.c. of peptone water (not broth) to which 0'2 c.c. of 1 in 10,000 solution of brilliant-green has been added. The tube is incubated for twenty-four to forty-eight hours, and then plated. This is the simplest form of the method. The inhibition of Bacillus coli is very marked. For the plating McConkey's medium is preferable. 'With Endo's medium a difficulty arises from the occurrence of colourless colonies of Bacillus coli. Two points must be noted in the brilliant green method. First, it encourages the growth of non-pathogenic nonlactose fermenters, especially Bacillus fmecalis alkaligenes. The colonies of this bacillus usually grow with a characteristic crinkled edge, and can generally be avoided. Secondly, dysentery bacilli will not grow in brilliant-green. Culture of the stools must therefore also be taken directly into broth, at any rate for. the first examination. This will be plated the same day, while the brilliant-green tube may be incubated safely for forty-eight hours. With Professor Dreyer's arc lamp we have been unable to obtain any specific action. It appears to kill Bacillus coli rather less than it does typhoid bacilli. Its main action is to produce a series of areas with varying thicknesses of growth, and thus ensures a portion with the best distribution for the selection of colonies for subculture.
For diagnostic purposes the isolation of bacilli is far more valuable, and usually costs but little more labour than the agglutination reaction. While bacilli are still present in stools, agglutinins may be entirely absent. This is especially frequent in wounded men.
The following is a brief report of observations on paratyphQid fever, as seen at the Red Cross Hospital, Netley:-Frequency.-(a) Cases from Gallipoli: (1) Of enteric fever, fully nine-tenths were paratyphoid infections; (2) of dysentery, rather more than half were paratyphoid infections. (b) From France: A few cases of enteric fever have occurred in the wounded. Paratyphoid and typhoid infections were about equal.
Severity.-Paratyphoid infections causing enteric fever are no milder than typhoid as regards toxic effects. Compared with cases inoculated against Bacillus typhosus, they are more severe.
Duration.-The course of the disease is usually shorter than in cases of typhoid fever seen in London hospitals.
Relapses are frequent, but mild. Clinical Features.-(1) The tongue is often moist and clean, even with a high temperature.
(2) The spleen is enlarged as in typhoid.
(3) Intestinal symptoms: Diarrhoea and constipation occur as in typhoid; haemorrhage has been rare and only slight; perforation has not occurred. (4) Spots are usually present, and in fair number; in a few cases these have been as thick as in measles; fresh crops of spots commonly appear in convalescence without any other symptoms.
(5) Bronchitis occurs as in typhoid. (6) Thrombosis of veins of legs appears to be more common than in typhoid. (7) Jaundice of the catarrhal type, with and without abdominal pain, is fairly common. (8) Temperature rises as in typhoid, but in some cases more abruptly; the pulse does not quicken in proportion, and this behaviour of pulse and temperature is the best early sign by which to distinguish typhoid and paratyphoid infections from septic infections.
The dysentery caused by paratyphoid infections is the most severe disease that has been seen at this hospital. The majority and the most severe cases were due to paratyphosus A. In this disease the patient is in a pitiful condition. He is emaciated, blue, and almost pulseless. The voice is feeble and toneless. There is frequently. a petechial rash, and sometimes there are large subcutaneous and cutaneous haemorrhages. There are frequently aphthous stomatitis and pharyngitis. The abdomen is tender. There is a constant flux of pink mucus passed in small quantities with much straining and tenesmus. Frequently there is loss of control over bladder and rectum. The mortality of patients in this condition is high. In my opinion the differential diagnosis of paratyphoid infection from typhoid and from each other cannot be made clinically.
